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Smoking is the single biggest cause of premature and preventable death in the UK. It is responsible for 
almost 100,000 deaths every year across the country.1 In addition to the general health risks associated with 
smoking, research has shown that smokers are more likely to suffer a range of complications before, during 
and after surgery.2 Quitting smoking improves surgical outcomes through reducing risk and complications 
and as such provides cost savings to the NHS and social care system. The NHS 5 Year Forward View states 
that the sustainability of the NHS relies on a radical upgrade in prevention and public health. This includes 
reductions in smoking related ill health. 
This briefing has been produced jointly by Action on Smoking and Health (ASH), the Royal College of 
Anaesthetists (RCoA), the Royal College of Surgeons of Edinburgh (RCSEd) and the Faculty of Public 
Health. It has been designed for health professionals and commissioners, to provide clear advice and 
examples of good practice in relation to smoking and surgery.  
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Summary of the evidence
Risks associated with smoking and surgery
There is strong evidence of higher risks and worse surgical outcomes when a patient continues to smoke. 
The risks associated with smoking mean that it is not always safe for surgery to take place when a patient 
continues to smoke and, as a result, some surgeons will not carry out procedures until a patient is able to 
abstain from smoking.3 Smokers are 38% more likely to die after surgery than non-smokers.4 Following 
surgery smokers:  
have higher risks of lung and heart complications• 5,6,7          
have higher risks of post-operative infection• 8,9,10           
have impaired wound healing• 11,12     
require longer hospital stays and higher drug doses• 13  
are more likely to be admitted to an intensive care unit• 14  
have increased risk of emergency re-admission• 13  
2 - Smoking and surgery
Smoking has a serious impact on a range of surgery types, for example orthopaedic surgery. Smoking 
is the most important factor for the development of postoperative cardiopulmonary and wound-related 
complications in elective cases.5 It is also the most important risk factor for the development of serious 
post-operative complications in patients undergoing elective hip and knee replacement,14,15 it has 
pronounced effects on foot and ankle surgery16,17 and a 2015 systematic review reported the negative 
impact it has on clinical outcomes following shoulder surgery.18 The negative effects of smoking are also 
reported in gum surgery19 and smoking is an important predictive factor for anastomotic complications 
after colonic and rectal resection.20,21 Smokers are also at significantly higher risk of complications during 
reconstructive breast surgery and breast cancer surgery.22,23      
Smokers often need a higher dose of anaesthesia than non-smokers.24,25 They have decreased blood 
oxygenation, leading to decreased oxygen delivery to their tissues,26 consequently they are more likely to 
need oxygen therapy. 
Benefits of quitting smoking 
Quitting smoking is the best thing any smoker can do to improve their current and future health. Quitting 
smoking before a surgical intervention is extremely important because of the elevated risks that smokers 
undergoing surgery face.  
Quitting smoking before surgery reduces the risk of postoperative complications.27 It reduces lung, 
heart and wound-related complications, it decreases wound healing time and reduces the average length 
of stay in hospital.
Evidence about the optimum time to quit smoking prior to surgery varies. Whilst a 1989 study suggested 
that stopping smoking shortly before surgery may increase complications,28 a 2011 systematic review 
found no increase in complications amongst smokers who quit within two months of surgery.29 This is 
supported by further evidence which suggests quitting two months prior to surgery provides the most 
benefit.29,30,31,32 For smokers who are unable to quit, the Royal College of Anaesthetists advises that 
smokers should give up smoking for at least several weeks before surgery and certainly not to smoke on 
the day of an operation.33 
Quitting smoking after surgery also brings significant benefits. As well as general health benefits, a 20 
year follow-up study of smokers who underwent coronary artery bypass graft surgery found that smoking 
cessation after surgery was an important independent predictor of a lower risk of death and repeat 
coronary procedures compared with patients who continued smoking.34 
Cost to the NHS
Health problems associated with smoking have a severe impact on the NHS. Around 2.6 million episodes 
of inpatient care are delivered to 1.1 million smokers every year and around 47% of people treated in 
hospital are current or ex-smokers.35 
Smoking is estimated to cost the NHS around £2 billion every year.36 This does not include the cost of 
those who require care in later life as a result of smoking related illnesses, work days lost, sickness 
benefits or other indirect costs. 
It has been estimated that in London alone savings of around £2.6 million a year could be made if 
between 8% and 17% of smokers quit before having surgery.37 The Welsh government has estimated that 
supporting smokers to quit before having surgery could save as much as £2.3 million every year.38 These 
savings are derived from “bed days” saved and the reduced cost of treating post-operative complications. 
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The role of health professionals
Health professionals have a key role to play in encouraging smokers to quit. For over 10 years NICE has 
recommended that health professionals seek to identify smokers and refer them to an intensive support 
service.39 Surveys have found that prompts from health professionals are the second most common 
reason for a quit attempt.40  
To make surgical care more effective and efficient, an integrated approach to patient care which includes 
joined up working between and across primary and secondary care, should be taken. This should take 
“fitness for surgery” into account and encourage smoking cessation prior to surgical intervention as good 
practice. 
General Practitioners
GPs are normally the first point of contact for patients. As a matter of routine, they should identify smokers 
and offer smoking cessation interventions. (See section on smoking cessation interventions for more 
information). 
Evidence suggests undergoing surgery is associated with an increased likelihood of smoking cessation.1 
As such it is important that primary care physicians understand (1) the consequences of smoking in the 
perioperative period and how quitting can mitigate these problems, (2) how surgery serves as a “teachable 
moment”, and (3) the importance of specific medication and support that can be used to help their patients 
quit smoking.
Anaesthetists 
Anaesthetists provide general anaesthesia before an operation. More recently, they have also taken on 
the role of assessing patient wellbeing and fitness before surgery. This involves discussing the risks and 
benefits of the proposed operation, ensuring that the appropriate care required for a full recovery is in 
position and providing timely perioperative interventions to reduce the risk of postoperative complications. 
This discipline has been called perioperative medicine.
Even though preoperative assessment may take place shortly before surgery, it provides a further 
opportunity to encourage smoking cessation and as such improve general health. 
Helping patients to stop or reduce the amount they smoke before any form of anaesthetic has become an 
important goal for anaesthetists. They can help by: 
Discussing the merits of stopping smoking before surgery with patients. • 
Involving trained staff to assist in smoking cessation interventions. • 
Referring patients to a specialist smoking cessation service. • 
Involving hospital and community pharmacies in assisting in the process of smoking cessation.• 
Ensuring that smoking cessation is reinforced postoperatively for a long term healthier lifestyle.• 
Surgeons 
The point at which the patient and surgeon agree that surgery should take place should also be seen 
as a ‘teachable moment’ where patients are often more receptive to intervention and more motivated to 
quit. When discussing the risks of any potential procedure the surgeon should outline the reduction in risk 
associated with smoking cessation. Advice from surgeons to quit smoking is likely to have a big impact on 
patients and it is important that patients receive consistent messages from all health professionals about 
smoking.
When this decision has been made, it provides a timeline during which a patient can prepare for their 
operation. During this period surgeons should work with perioperative medicine teams to increase fitness 
for surgery and in this case, encourage patients who smoke to quit. 
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Stop smoking interventions and harm reduction 
 
NICE guidance (PH48) recommends that smokers using secondary care services are identified and 
offered intensive support to quit. 
Support should include; 
the provision of stop smoking pharmacotherapies • 
the referral of patients who smoke to specialist stop smoking services• 
the adjustment of drug doses for people who have stopped smoking; drugs that are affected • 
include clozapine, olanzapine, theophylline and warfarin.
Whilst smoking cessation is the preferred option, where an individual is unable or unwilling to stop 
smoking, a program of harm reduction (NICE Guidance PH45) should be followed to support temporary 
abstinence or smoking reduction. This should include the provision of behavioural support and nicotine 
replacement therapy and/or electronic cigarettes. 
To support the identification and referral of smokers, the National Centre for Smoking Cessation and 
Training (NCSCT) has developed a simple method known as “Very Brief Advice” (VBA). VBA has 3 
components: Ask, Advise and Act. VBA can be used by all health professionals, and patients who say that 
they have ‘cut down’ should still receive a Very Brief Advice intervention at future consultations. 
Behavioural support and stop smoking pharmacotherapies 
The most effective way to quit smoking is a combination of medication and behavioural support. Smokers 
should be offered Varenicline [Champix] which is only available on prescription or nicotine replacement 
therapy (NRT) which is available over the counter. NRT includes nicotine gum, patches, strips, lozenges, 
microtabs and mouth and nasal sprays. [In line with NICE Guidance a patient should remove nicotine 
patches 24 hours before microvascular reconstructive surgery and surgery using vasopressin injections.13 
However, it is worth noting that the use of nicotine patches is safer than returning to smoking.]
Stop smoking pharmacotherapies should be combined with intensive group or individual behavioural 
support. Smokers are up to four times more likely to succeed in quitting with a local stop smoking service 
than if they try to quit unaided.13 Patients should be identified and referred to the appropriate service and 
this will vary according to locality. It could be an inhouse service within the hospital, delivered through 
pharmacies, GPs, local authority specialist stop smoking service, or the voluntary sector.  
Why hospitalisation is an opportune time to encourage patients to stop smoking
Quitting smoking before surgery can lead to significant health benefits.• 
The period before surgery is often a “teachable moment” where patients are more receptive to • 
intervention and are more motivated to quit. 
The hospital’s no smoking environment creates an external force to support abstinence or • 
quitting. 
Patients are ideally placed to be given information about treatment options, support through • 
withdrawal and signposted to specialist services. 
  NCSCT, Interventions in Secondary Care
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Electronic cigarettes 
Electronic cigarettes are battery-powered devices which deliver nicotine orally. They are not burnt and do 
not contain tobacco, which is the harmful component of smoking. While people are addicted to nicotine it 
is the tobacco smoke which is harmful. The most common reason smokers give for using the devices is 
to help them quit smoking41,42 and a recent review of the evidence for Public Health England found that 
electronic cigarettes can be an effective way for smokers to quit or abstain from smoking.43 At the time 
or writing no electronic cigarette product licenced as a medicine was available on the market. Although 
one product has received an MHRA medicinal licence it is not known if or when it will come to market. It 
is anticipated that at some point in the future products will be available with a licence and hence could be 
prescribed by health professionals.
The evidence to date has not identified any major concerns about the use of electronic cigarettes around 
surgery.  
For more information see the following documents - ASH: Briefing on electronic cigarettes, PHE:  
E-cigarettes: an evidence update,44 NCSCT: A briefing for Stop Smoking Services 
 What should smokers expect from the NHS ahead of surgery
To be informed of the risks of smoking prior to surgery by all relevant professionals• 
To be referred to specialist stop smoking support where this is available• 
To be given the opportunity to have behavioral support to help them quit • 
To be provided with medication to support a quit attempt or temporary abstinence prior to surgery • 
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